As patient populations become increasingly diverse, we need to be able to measure residents' preparedness and skillfulness to provide cross-cultural care.
BACKGROUND:
As patient populations become increasingly diverse, we need to be able to measure residents' preparedness and skillfulness to provide cross-cultural care.
OBJECTIVE: To develop a measure that assesses residents' perceived readiness and abilities to provide cross-cultural care.
DESIGN: Survey items were developed based on an extensive literature review, interviews with experts, and seven focus groups and ten individual interviews, as part of a larger national mailed survey effort of graduating residents in seven specialties. Reliability and weighted principal components analyses were performed with items that assessed perceived preparedness and skillfulness to provide cross-cultural care. Construct validity was assessed.
PARTICIPANTS: A total of 2,047 of 3,435 eligible residents participated (response rate=60%).
MEASUREMENTS AND MAIN RESULTS:
The final scale consisted of 18 items and 3 components (general cross-cultural preparedness, general cross-cultural skillfulness, and cross-cultural language preparedness and skillfulness), and yielded a Cronbach's alpha=0.92. Construct validity was supported; the scale total was inversely correlated with a measure of helplessness when providing care to patients of a different culture (p<0.001).
CONCLUSIONS:
We developed a three-component cross-cultural preparedness and skillfulness scale that was internally consistent and demonstrated construct validity. This measure can be used to evaluate residents' perceived effectiveness of cross-cultural medical training programs and could be used in future work to validate residents' self assessments with objective assessments. 
BACKGROUND
As the medical field becomes increasingly complex, and patients become increasingly diverse, medical education has had to adapt and develop new strategies for preparing future physicians to address these challenges. One important shift is the emphasis on improving physicians' capacity to provide effective care for patients from a wide range of sociocultural backgrounds. This has been driven in part by the recognition that minorities and other vulnerable populations suffer worse health outcomes and disparities in health care. In its 2002 report Unequal Treatment: Confronting Racial/Ethnic Disparities in Health Care, the Institute of Medicine brought national attention to this area and recommended cross-cultural education become integrated in the training of all current and future health professionals 1 .
Acknowledging the importance of cross-cultural education, the Accreditation Council for Graduate Medical Education (ACGME) developed specific training criteria to ensure that residents are capable of providing quality care to diverse populations 2 . Cross-cultural training is addressed under two of the six competencies-Professionalism and Interpersonal and Communication Skills. The Professionalism competency states that residents must learn: "sensitivity and responsiveness to a diverse patient population, including but not limited to diversity in gender, age, culture, race, religion, disabilities, and sexual orientation." The Interpersonal and Communication Skills competency states that residents must learn to: "communicate effectively with patients, families, and the public, as appropriate, across a broad range of socioeconomic and cultural backgrounds." The ACGME requires that the effectiveness of such educational interventions be measured and documented, but there is no such validated measure. Therefore, we conducted a two-phase study in which we measured preparedness and skills of resident physicians to provide quality care to diverse patient populations. In the first phase, we qualitatively interviewed 68 residents across the US 3 . In the second phase, these qualitative results were used to identify 18 preparedness (ability to care for specific types of patients) and skillfulness (ability to perform selected tasks or services) items and inform the wording development of these items as part of a survey that was cognitively tested and then administered to residents from seven specialty areas in the US. The purpose of this paper is to describe the psychometric properties of the 18-item measure that assessed residents' perceptions of how ready they were and what abilities they had to provide cross-cultural care. Our goal is to establish the measure's internal consistency and construct validation and to set the stage for future predictive validation work.
DESIGN Survey Design and Administration
The design of the survey and sampling has been described previously 4 . Survey items were developed based on findings from an extensive literature review, interviews with experts, and a national qualitative interview formative phase 3, 4 . We conducted seven focus groups and ten individual interviews with residents across the US. This process resulted in a survey that contained two a priori measures: (1) self-perceived preparedness to care for diverse patient populations (eight questions; five-item response categories; higher scores = greater preparedness) and (2) self-assessed skillfulness to perform core techniques in the delivery of cross-cultural care (ten questions; five-item response categories; higher score = greater level of skillfulness). The instrument was cognitively tested by the Center for Survey Research at the University of Massachusetts, Boston 4 .
We selected a stratified random sample of graduating residents in seven specialties (emergency medicine, family practice, internal medicine, obstetrics/gynecology, pediatrics, psychiatry, and general surgery) from 1 of 121 academic health centers, defined as medical schools and their closely affiliated or owned clinical facilities. The mailed survey was administered by the Center for Survey Research in the winter and spring of [2003] [2004] . This resulted in 3,500 residents at 149 hospitals, including 563 different programs ranging from 43 programs sampled in pediatrics to 113 programs sampled in general surgery. Completion and return of the survey constituted consent. The protocol was approved by both the Massachusetts General Hospital and UMass Boston Institutional review boards.
Measurements and Analyses
Statistical analyses were conducted using SPSS 16.0 statistical software. All pooled analyses were weighted to correct for non-response bias and for the probability of selection within stratum (physician specialty), and the weighted distributions of gender and race/ethnicity are nearly identical to figures reported from the ACGME 5 . Principal components analyses (PCA) were performed on the 18 preparedness and skillfulness items; varimax, an orthogonal rotation, was used to facilitate interpretation. Scree plot analysis and eigenvalue greater than 1 were used to identify three components that were retained. Items were retained based component loadings and impact on Cronbach's alpha; the internal consistency of the measure was assessed using a Cronbach's alpha. A total scale score was then created by summing these items.
Four questions from the survey 4 were used to assess the measure's validity. To assess the construct validity, an ANOVA with post-hoc analyses was conducted with the total scale score and a one-item, five-response question that assessed residents' sense of helplessness when providing care to patients of a different culture. In addition, known groups criterion validation was conducted by analyzing the total scale score according to three resident characteristics: (1) being able to treat patients in a language other than English, (2) presence of a mentor who provided good cross-cultural care, and (3) formal evaluation of doctor-patient communication, specifically about the ability to handle cross-cultural issues.
MAIN RESULTS
Responses were obtained from 2,047 of 3,435 eligible residents (response rate=60%). Characteristics of the sample are shown in Table 1 . All proposed scale items were retained 6 , possessed excellent internal reliability (alpha=0.92), and were summed (scale mean = 61.0; SD = 10.4). Three components emerged that accounted for 58% of the variance: general cross-cultural preparedness, general cross-cultural skillfulness, and language preparedness and skillfulness, with respective component loadings ranging from 0.57 to 0.75, 0.54 to 0.71, and 0.67 to 0.68 (Table 2) . Residents' total scale scores were inversely related to their self-reported level of helplessness when providing care to patients of a different culture (R=−0.30; p<0.001). The results were monotically decreasing. Mean total scale scores according to each level of helplessness were 65.3 (SD=10.4) for "never," 60.9 (SD=9.5) for "rarely," 57.4 (SD=10.1) for "sometimes," and 49.6 (SD=12.0) for "often" (posthoc analyses=p<0.05 for each helplessness level category). Residents who reported being able to treat patients in a language other than English scored significantly higher on the scale (61.9 vs. 58.7; p<0.001). Residents who reported having a role model for cross-cultural care (67%) scored significantly higher compared to residents who did not have a role model (62.4 vs. 57.9; p<0.001). Lastly, among the 90% of residents who reported being evaluated for doctor-patient communication during their residency, those who reported that "a lot" of attention was paid to their ability to handle cross-cultural issues had significantly higher scale scores (71.9) compared to those for whom "very little" (58.9) or "none" (57.0) was paid (p<0.001).
CONCLUSION
Preparing residents to care for diverse patient populations will only increase in importance over time. While the ACGME has created specific requirements related to the need for formal training for effective cross-cultural patient interaction and treatment, to our knowledge there is no reliable and validated scale to do this. Based on previous work in the field of cross-cultural care and our own formative work for this study 3 , we developed items to assess final year residents' perceived preparedness and skillfulness to deliver cross-cultural care. Our results yielded an 18-item, 3-component scale that demonstrated excellent reliability (alpha=0.92) and supported the scale's construct validity. The General Cross-cultural Preparedness subscale measures perceived preparedness for dealing with a variety of cultural encounters: generically, "cultures different from own" and, more specifically, those with different health and religious beliefs, distrust of the US health system, alternative/complementary medicine, and racial/ethnic minorities. These items reflect the broad definition of "culture," thus considering the diversity of possible patient encounters. The General Crosscultural Skillfulness subscale measures perceived skillfulness to provide care to diverse patient populations. It is comprehensive in that it covers common cross-cultural care patient encounters in which residents should be trained. The Crosscultural Language Preparedness and Skillfulness subscale captures items primary to many cross-cultural care encounters: those involving language issues. These results were akin to our qualitative findings 3 , in that residents conceptualized language issues as a discrete aspect of delivering crosscultural care and expressed that different skills were needed to overcome language barriers compared to other cultural barriers.
There are several limitations to this work. First, the generalizability of our findings might be limited by the fact that we sampled residents from only seven specialties, and the 60% response rate could introduce bias. Second, the study was not designed as a stand-alone test of the scale's reliability and validity, and we had only one sample from which to test its psychometric properties. Third, the scale measures residents' perceptions of their preparedness and skillfulness and was not validated by an objective measure; self-report responses may be affected by residents' over-or underestimation of their preparedness and skillfulness or by a social desirability bias. Although many studies have shown that residents' self-assessments are consistent with faculty evaluations [7] [8] [9] [10] , others have not 11, 12 . Nevertheless, resident self-assessment is often used to evaluate the effectiveness of skills-based curricula [13] [14] [15] [16] [17] .
This measure could be used for several purposes. Residency programs could use the scale to assess residents' perceived preparedness and skillfulness to treat patients in crosscultural encounters before and after cross-cultural care training curricula and at the beginning and completion of residency programs. The scale could also be used to compare residents' self-assessments to observational testing of their abilities in simulated patient interactions or actual clinical care to assess whether residents' perceptions of their delivery of cross-cultural care correlate with other observer ratings.
In conclusion, the need for formal training in cross-cultural care has been well established, but measurement tools to assess these training efforts have remained elusive. Our effort to quantify residents' perceptions of their cross-cultural care is an initial step for future work in this area. As accrediting bodies such as the Joint Commission, the Liaison Committee on Medical Education, ACGME, and state medical boards continue to integrate cross-cultural training requirements into their criteria for physician competencies, the need to evaluate the effectiveness of such initiatives with the help of validated survey tools is evident. Use of a validated tool could help institutions identify educational priorities and assess ongoing needs in cross-cultural training. 
